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Abstract
Self-perceived stress in 293 psychotic patients (schizophrenic, toxic and brief reac-
tive psychoses) and a control group of 40 sane individuáis was evaluated by means of the
Frankfurt Complaint Questionnaire. For this purpose, scores obtained in 6 'complemen-
tary Ítems' of the third versión of this questionnaire were studied, both in global and in
detailed form. These Ítems reflect coping mechanisms exerted towards situations
perceived as stressful which can produce clinical manifestations similar to the well-
known 'negative symptoms' of schizophrenia. Results show that self-perceived stress in
all groups of patients is significantly higher than in the control group. In contrast, no sig-
nificant differences among the three groups of patients are obtained. In conclusión, we
point out the relevance of studying the psychotic patient's self-perceived stress in order
to detect and minimize or even avoid the patient's risk situations, independen! of his/her
diagnosis. This will be especially useful to obtain optimal conditions for rehabilitation.
Introduction
In a considerable effort to understand and study effectively the psychopathology of
the psychotic patient, or at least of the patient diagnosed with schizophrenia, a growing
number of works are continuously being published. A great deal of them focus on the
symptomatology exhibited by the patient, and are based either on the phenomenologi-
cal contributions of Kraepelin [1], Bleuler [2] or Schneider [3], or on scores obtained
through different scales such as the Scale for the Assessment of Positive Symptoms and
the Scale for the Assessment of Negative Symptoms of Andreasen [4, 5] or the Positive
and Negative Syndrome Scale of Kay et al. [6]. In this way, clinical manifestations col-
lected objectively just as they are observed can even be quantified by the explorer. This
procedure allows detecting, for instance, the presence of paranoid ideas, hallucinations,
affective flattening or social isolation.
In other cases, different cerebral explorations, both morphological and functional,
are used in order to clarify pathogenetical mechanisms involved in neurobiological as-
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pects of the illness. In this section, neuropsychological studies concerning performance
in tests, e. g. of attention, memory and reaction time, could also be included.
There is, however, a chance of missing the direct collection of experiences suffered
by the patient, especially in intercritical stages of the illness. This is perhaps due to the
difficult quantifying or comparison with other patients or diagnostic groups. Experi-
ences of this kind in functions such as visual perception, attention and language have al-
ready been described by the group of McGhie and Chapman [7-11] in initial stages of
the illness, and have been the main objective of Germán research groups of Süllwold in
Frankfurt, Huber and Gross in Bonn, and Klosterkótter in Aachen [12-22].
These and other authors recognize firstly the presence in those patients of the
so-called 'substrate-near basic symptoms' (Substratnahe Basissymptome), which are
'manifold dynamic and cognltlve deficiencies' that 'constituís the primary symptoms of
schizophrenia, that is, they are nearer to the hypothesized somatic substrate than the com-
plex psychotic phenomena which are formed and modifica by secondary processes' [13].
Thus these symptoms are usually perceived and expressed as déficits, losses or disorders
by chronic psychotic patients; they diminish the patient's ability to deal with the
demands of daily living [22]; and are hypothetically ascribed to impairments of selective
information processing, lack of hierarchies of habituation, and genetically determined
biochemical disturbances in the limbic system [13,17].
Among various evaluation instruments of such symptomatology is Süllwold's
Frankfurt Complaint Questionnaire (Frankfurter Beschwerde-Fragebogen, FBF)
[19, 21], whose use was introduced in Spain by our group 10 years ago [23-26]. This psy-
chopathological instrument, evaluating symptoms of mental functions such as percep-
tion and thought, was developed from spontaneous complaints of schizophrenic patients
collected in a review of hundreds of clinical records. In its third versión it includes ques-
tions dealing not only with basic symptoms of 10 mental functions such as perception,
thought and language, but also with mechanisms and strategies voluntarily developed by
the patient in order to feel better, such as working slowly or talking little.
In the present paper we assume that these mechanisms are aimed at minimizing
and avoiding situations that patients perceive as stressful. Until now, stress suffered by
the patient has been studied both through the presence of all sorts of dramatic life
events, and through the patient's response to this stress [27, 28, for a review see 29]. In
this sense, the concept of expressed emotion [30] has received great interest. We hypoth-
esize that self-perceived stress is higher in schizophrenic patients than in normal
subjects.
Thus, the main purpose of this paper is to evalúate the stress level experienced by
different groups of psychotic patients and a control group, by means of the FBF, in order
to study its possible implications in clinical practice, especially in the therapeutic field.
Materials and Methods
Materials
All patients were hospitalizad at least once with an acule psychotic syndrome in the Psychiatry
Unit of the University Hospital of Valladolid (Spain) between 1989 and 1992. Patients were diagnosed
by the clinician in charge according to DSM-III-R criteria. Table 1 shows the inclusión and exclusión
criteria in the study.
A total of 293 patients were recruited, and divided into the following diagnostic groups: (1) schizo-
phrenic psychoses (SP). with patients diagnosed according to the DSM-I11-R system; this group con-
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Table 1. Inclusión and exclusión criteria of the study
Inclusión criteria
(1) Inpatients of the Psychiatry Unit of the University Hospital of Valladolid who were diagnosed to
be suffering from one of the following either alone or in association with other disorders according
to DSM-III criteria:
(a) Delirious substance use disorder (292.11)
(b) Schizophrenia (295.xx)
(c) Brief reactive psychosis (298.90)
(d) Schizophreniform disorder (295.40)
(2) Age between 16 and 55 years, both included
(3) A minimum of reading comprehension skills and willingness to cooperate
Exclusión criteria
(1) Suffering from organic-cerebral or serious somatic pathology
(2) Age under 16 or over 55
(3) Low comprehension skills or not enough willingness to cooperate
Table 2. Sociodemographic and clinical data of the sample
SP TP
Figures in parentheses indícate percentages.
AP
Sex
Male
Female
Mean age
Marital status
Single
Married
Sep./divorced
Others
Educational level
Primary
Middle school
High school
University
Employment status
Active
Unemployed
Trans. work. inc.
Perm. work. inc.
Retired
93
30
(75.61)
(24.39)
27.7±7.0
119
3
1
0
12
58
38
17
51
36
7
29
0
(96.75)
( 2.44)
( 0.81)
( 0)
( 9.76)
(47.15)
(30.89)
(13.82)
(41.46)
(29.27)
( 5.69)
(23.58)
( 0)
56
9
24.
60
3
2
0
16
32
17
0
20
25
J>
7
0
(86.15)
(13.85)
1±5.6
(92.31)
( 4.62)
( 3.08)
( 0)
(24.62)
(49.23)
(26.15)
( 0)
(30.77)
(53.85)
( 4.62)
(10.77)
( 0)
49
56
(46.67)
(53.33)
27.9+11.4
75
27
3
0
14
48
31
12
68
28
8
1
0
(71.43)
(25.71)
( 2.86)
( 0)
(13.33)
(45.71)
(29.52)
(11.43)
(64.76)
(26.67)
( 7.62)
( 0.95)
( 0)
tained 123 patients: (2) toxic psychoses (TP), with 65 cases, including not only patients with substancc-
induced delirious disorders but also psychotic patients with previous or current substance use, and (3)
acute psychoses (AP), which comprised brief reactive and schizophreniform psychoses; 105 patients.
Some Sociodemographic data of the sample are shown in table 2, including scx. age, marital
status, education and employment status. A clear prevalence of men is found in SP and TP (75.61 and
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86.15 %, respectively), but not in AP, where more than half of the patients are women (53.33 %). The
average age is very similar in the SP and AP groups (27.7 ± 7.0 and 27.9 ± 11.4), while patients in the
TP group are somewhat younger (24.1 ± 5.6). Patients of the three diagnostic groups are usually single
and have reached a middle educational level (8 years). The active working status is more frequent in
SP and AP, and unemployment in TP, with percentages cióse to 50 % each.
The control group (CG) consisted of 40 individuáis of both sexes who lacked any history of psy-
chiatric consultation or treatment and who had been taken from the general, hospitalized, non-psychi-
atric population. The questionnaire was explained to the subjects, and only those willing to take part
in the study were selected. The number allows applying statistical techniques to compare results
obtained in the CG with the mentioned groups of patients. The sex distribution of the CG is 50 %
(20 cases each) and the mean age is 25.58 ± 4.79 years.
The FBF, which. as previously mentioned. was designed by Süllwold based on the research of
Poljakov [31], has undergone two difieren! revisions so far. The first versión [19] contained 103 Ítems
distributed in 12 descriptive subscales; the second, with only 70 Ítems taken from the first, was never
published; and the third [21], used in this study, has 98 Ítems and several complementary Ítems. The
first and third versions of the questionnaire have been translated into Spanish by our group [25, 32].
In the last versión, the first 98 Ítems correspond to 10 descriptive scales or categories (such as
loss of control, and simple perception). The patient has enough space to note down some other com-
plaints not specifically collected in the questionnaire. Only the 6 complementary Ítems in the Spanish
versión, headed by the sentence / find it helpful and I feel better i f . . . , express some coping mecha-
nisms towards a number of situations possibly perceived as stressful by the patient. The contení of the
Ítems used in this paper are thus expressed:
It helps me and I feel better i f . . .
complementary Ítem 1: / isolate myselfa lot;
complementary Ítem 2: / work slowly;
complementary Ítem 3: / focits on a few activities and leave the others;
complementary item 4: / talk little;
complementary item 5: / avoid quarrels in my environment;
complementary item 6: / avoid emotions or getting angry.
Two ítems (5 and 6) mention hyperstimulative situations of the patient: too many quarrels (i. e.
noise, lights and visits) and too many emotions or, more specifically, irritations, experienced by the pa-
tient. Whether the patient feels himself better when isolated or talking little (ítems 1 and 4) is also
evaluated; that can perhaps blend in the well-known negative svmptoms of social withdrawal and aut-
ism, which could sometimes be interpreted as coping mechanisms towards other more or less volun-
tary symptoms developed by the psychotic. In any case, when the patient admits employment-related
or social demands of the environment, he may prefer working slowly or concentrating himself/herself
on a few activities only (Ítems 2 and 3).
All questions of the FBF have two possible answers (yes or no). Four different data analyses can
then be made: (1) an item score, of patients who answer affirmatively to each item; (2) a scale sore, ob-
tained in each of the descriptive scales or categories and in the complementary Ítems; (3) a total score,
in relation to the 98 Ítems, and (4) a factor score, which corresponds to the cluster statistical analysis.
Our experience shows that this is welcomed by the patient, who quickly identifies in the ítems
experiences and sensations that can hardly be verbally expressed, and that are not usually studied in
classic psychopathology.
This work focuses on the results obtained in the complementary Ítems, which reflect the psycho-
pathological verbal expression of the patient's self-perceived stress.
Method
Patients completed the FBF after remission of the acute outbreak, as either inpatients or outpa-
tients. Recommendations of the author [21] in the application of the FBF were carefully followed. In
order to verify our hypothesis and reach the main purpose of this paper, we carried out a descriptive
study with scores obtained in the FBF complementary Ítems and a contrast of mean scores among the
three different groups of psychotic patients. The %2 test was used for the processing of the data.
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Table 3. Affirmative answers to the complementary Ítems (CIs) of the FBF
CI1
CI2
CI3
CI4
CI5
CI6
Mean
SP
n
43
53
71
63
83
74
3.14±2.
O/
34.96
43.09
57.72
51.22
67.48
60.16
10
TP
n
32
37
33
32
42
31
%
49.23
56.92
50.77
49.23
64.62
47.69
3.28+1.84
AP
n
38
58
64
48
71
62
3.36+1
m
36.19
55.24
60.95
45.71
67.62
59.05
.80
CG
n
n
9
16
6
14
14
1.53±1
%
5.00
22.50
40.00
15.00
35.00
35.00
.67
Table 4. Significance levéis of the complementary Ítems (CIs) of the FBF
SP-TP SP-AP TP-AP SP-CG TP-CG AP-CG
CI1
CI2
CI3
CI4
CI5
CI6
Mean
NS
NS
NS
NS
NS
NS
NS
NS
NS
NS
NS
NS
NS
NS
NS
NS
NS
NS
NS
NS
NS
****
# ****
NS NS
**** ****
**** ***
*** NS
**** ****
*#**
****
*
**:]:#
****
**
****
NS = Not significant.
*p<0.05, "p<0.02, *"p<0.01, *p< 0.005.
Results
Tables 3 and 4 show results obtained in the FBF complementary Ítems from the
three different groups of patients and from the CG. These data are graphically displayed
in figures 1 and 2.
Firstly, almost half of the SP or AP patients replied in the affirmative to every com-
plementary ítem of the FBF, except perhaps to item 1 (I find it helpful and I feel better if
I isolate myself a lot, 34.96 and 36.19 %, respectively). In all diagnostic groups consid-
ered item 5 (it helps me and I feel better if I avoid quarrels in my environment) is most
frequently present (from 64.92 % in the TP group to 67.48 % in the SP group). No statis-
tically significant differences among the diagnostic groups were detected.
In the CG, item 3 (It helps me and I feel better iflfocus on afew activities and leave
the others) prevails, appearing in 40.00 % of the cases, while item 1 is the least frequent,
detected in only 2 cases (5.00 %). As displayed in table 4, most Ítems are significantly
higher in psychotics when comparing patients with the CG. For example, the three
different comparisons (SP-CG, TP-CG and AP-CG) show p < 0.005 for both Ítems 1 and
4 (in item 1: SP-CG, f = 12.10, d.f. 1; TP-CG f = 20.15, d.f. 1; AP-CG, f = 12.59, d.f. 1;
in item 4: SP-CG, f = 14.77, d.f. 1; TP-CG, f = 11.13, d.f. 1; AP-CG, f = 11.40, d.f. 1).
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Fig. 1. Affirmative answers to Ihe complementary Ítems (Cls) of the FBF.
3.5
3.0
2.5-
2.0 -
1.5-
1.0-1
0.5
O
HSP DTP HAP HCG
Fig. 2. Average scores to
the complementary Ítems of
the FBF.
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The average scores in the 6 complementary Ítems are over 3 in the three diagnostic
groups (3.14 ± 2.10, 3.28 ± 1.84 and 3.36 ± 1.80 in the SP, TP and AP, respectively).
These figures go down to 1.53 ± 1.67 in the CG. No statistically significant differences
are observed when comparing these averages among the psychotic groups. In contrast,
these are detected in the comparison between patients and the CG, with p < 0.005 in all
three cases (SP-CG, f - = 19.14, d.f. 6; TP-CG, f = 27.11, d.f. 6; AP-CG, f = 30.58, d.f. 6).
Discussion
The first aspect of our discussion is the concept and measurement of stress, as well
as the extent to which the complementary Ítems of the FBF can quantify the level of
self-perceived stress in a given person. Several definitions of the term have been pro-
posed. For example, for Spring [33] stress may be considered firstly as a response involv-
ing disruption in homeostasis, and secondly as a stimulus with objectively specifiable
properties. Thirdly, stress is also defined interactionally with reference to characteristics
of the individual and the life context.
We consider the third definition to be the most adequate for our investigation as it
points to the subjective response to stress, independently of the circumstances or stimuli
that genérate it. The same stimulus can produce different reactions in different persons,
or even in the same person on different occasions. This implies that the main source of
information should be the subject himself/herself, although data provided by relatives
are also to be considered.
Adopting one or another opinión undoubtedly implies certain advantages and dis-
advantages, which have been analyzed in detail by Norman and Malla [29]. In relation to
the subjective approach, we may see several advantages: the first is to avoid the recall
bias existing in the method of stressor identification that could be expressed by the rec-
ognition of an excessive number of stressors. In contrast, cognitive impairments make
this task unreliable.
Furthermore, according to this paper one must not forget that stressors in ordinary
circumstances and chronic difficulties are more likely to influence schizophrenics than
unusual and major life changes. The patient's response not only to past or present events
but also to future events should be taken into account. In any case, the main disadvan-
tage of the subjective approach is the significant risk of overestimating the influence of
stress on any illness, including schizophrenia. This can be due to the interaction between
symptoms and stress, so that a worsening of symptoms may result in a patient experienc-
ing more stress.
Does the FBF assess the stress perceived by the patient when faced with certain sit-
uations? Strictly speaking, the inventory collects some 'self-healing strategies' that the
patient develops for compensation when experiencing certain danger signáis [34]. These
and other strategies, also called 'autoprotective efforts', are performed consciously and
are focused primarily on reducing emotional tensión arising from the recognition of ba-
sic disorders [35], ultimately the stress level developed towards certain circumstances.
Minimizing or avoiding stress reduces the risk of psychotic relapses, as several authors
have pointed out [22, 36-39].
To our knowledge, works in the world literature that analyze data obtained from
the complementary Ítems of the FBF are rather scanty. This can be attributed to the fact
that the basic symptoms theory has had no wide acceptance as yet and that its corre-
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sponding instruments of evaluation have not been broadly disseminated. Nevertheless,
in a study of 229 schizophrenic patients, Süllwold [21] finds affirmative answers to the
complementary Ítems, from 27.1 % in item 4 (It helps me and Ifeel better ifl talk little) to
65.9 % in item 5 (It helps me and I feel better ifl avoid quarrels in my environment). Thus
our results in three groups of psychotic patients corrobórate those obtained in schizo-
phrenics by the author of the questionnaire.
In relation to the item scores, and as part of a greater project on the FBF, limeño
Bulnes et al. [32] determined, in the same sample of 293 psychotic patients, that 34.1 %
answer affirmatively to 2 Ítems, 65.9 % to 4 and 86.3 % to 5 Ítems. Mean scores of the
complementary ítems in our paper are very similar to those obtained by Jimeno Bulnes
[40, 41] in 120 psychotic patients, 40 of whom had been diagnosed as having schizophre-
nia, 40 as having toxic psychoses and 40 as having brief reactive psychoses. Indeed, this
investigation produced mean scores between 3.10 ± 1.50 in subjects with toxic psycho-
ses and 4.18 ± 2.22 in those with brief reactive psychoses. Patients of both groups also
answered more frequently to the aforementioned item 5.
Figures for psychotic patients in our study are slightly higher than the mean scores
of the sample of Vargas [42] and Vargas et al. [43, 44], which consisted of 58 patients
who had been treated as inpatients because of psychotic symptomatology. Their
progress is studied 3 times per year (every 4 months) using, among other tests, the FBF.
The results show that complementary Ítems are more frequent in schizophrenics (2.98)
and not as frequent in brief reactive psychoses (1.82). In a previous study of 30 psychotic
inpatients, Jimeno Bulnes [45] and Jimeno Bulnes et al. [46] obtained slightly higher
scores for toxic psychoses (4.50) and similar scores for the other groups (schizophrenic,
brief reactive and bipolar psychoses) for the complementary Ítems. Other studies per-
formed by our research group [47] point out that these Ítems show similar frequencies in
both sexes (3.70 ± 1.58 in men and 3.50 ± 2.82 in women).
In relation to the CG, results from our previous work [45] reflect that the presence
of these Ítems was significantly more unusual in sane subjects than in groups of patients
(p<0.001), which agrees with the results displayed in this article.
In summary, one can deduce from our data that coping mechanisms towards stress-
ful situations, as experienced by patients, are present to an important and a similar de-
gree during the acute outbreak in all groups of psychotic patients studies. That is, the
questionnaire evalúales unspecific stress levéis in the different psychotic groups, which
can be explained at least partially by the psychotic symptomatology that they share in
the acute episode. Moreover, confirming the initial hypothesis, our results show that
stress is significantly higher in patients than in normal controls. Both data (schizophren-
ics vs. other psychotics, and schizophrenics vs. normal controls) agree with the paper of
Norman and Malla [48], who reviewed several techniques used for the measurement of
stress levéis in schizophrenics.
Of relevance, in our view, is the fact that stressful situations collected in the FBF
are not unusual Ufe events, such as marriage and unemployment. On the contrary, stress-
ful situations may appear continuously in the patient's daily life (e. g. conversations and
quarrels). Norman and Malla [49] reported that daily stressors or hassles were more pre-
dictive of subjective stress than major life events.
The design of this investigation does not allow us to collect information concerning
the course of self-perceived stress. Further work is needed to clarify this point, namely
whether stress in schizophrenics tends to decrease compared to psychotics with a better
prognosis, such as those diagnosed as having brief reactive psychoses. This fact may clar-
46 Psychopathology 1997;30:39-48 Jimeno Bulnes/Jimeno Valdés/Vargas Aragón/
López Fernández
ify the absence of significan! differences in the complementary Ítems of the FBF among
the three diagnostic groups in the acute episode.
In conclusión, a few comments regarding the possible usefulness of the FBF in daily
clinical practice: first of all, we would like to emphasize the fact that the complementary
Ítems of the FBF, so far regarded as describing coping mechanisms towards psychotic
symptomatology, accurately reflect certain situations that the patient himself/herself
perceives as stressful. Secondly, on our view the detection and quantification of these
situations can be useful in order to obtain optimal conditions for applying rehabilitation
techniques such as 'integrated psychological therapy' for schizophrenics designed by the
group of Brenner et al. [50, 51]. Leff [52] has reviewed the efficacy of different interven-
tions for schizophrenic patients in high-expressed-emotion environments, aiming at re-
ducing stress level. Indeed, this kind of technique may be included among the environ-
mental protectors, in the sense of Nuechterlein et al. [36] and Nuechterlein [53].
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